Diabetes and kidney disease are closely linked. In the UK and most Western countries, diabetes is considered the main cause of end stage renal failure. Although classical diabetic glomerulosclerosis manifesting as microalbuminuria with subsequent progressive loss of renal filtration function is most typically seen in type 1 diabetes, this remains an important contributor to advancing kidney disease in type 2 diabetes as well. However, the nature of renal disease in type 2 diabetes is much more heterogeneous and it may be more relevant to define many cases of kidney disease being with rather than due to type 2 diabetes.
Regardless of the precise nature of the relationship, it is abundantly clear that both diabetes and chronic kidney disease (CKD) are becoming more common, in large part a reflection of increasing longevity and obesity. [1] [2] [3] The definition as to what constitutes CKD is based on estimates of glomerular filtration rate (eGFR) and, additionally, levels of albumin excretion. Both these measures have inherent variability and challenges as to their applicability to individual care, unless the limitations of these estimates and ratios are recognised. 1 In addition, it has been argued that some inevitable physiological age-related changes in body mass and renal function can lead to what I have defined as the 'renopause', where inevitable changes in eGFR will lead to ostensibly healthy individuals (without diabetes) being labelled as having 'CKD' on primary care registers. 3, 4 The vast majority of the care of diabetes patients with renal disease takes place in primary care. The current DM Quality Outcome Framework has several metrics related to this, including annual measurements of eGFR and albuminuria and particular use of ACE inhibitors/angiotensin receptor blockade for hypertension, especially where there is microalbuminuria.
However, it is clear from the National Diabetes Audit that many fundamental care processes and surrogate outcome measures are infrequently attained in contemporary practice. 5 This pattern has been replicated in studies of specialist care in other parts of Europe and in Asia. 6, 7 Most guidelines in the UK and wider afield make broad recommendations about managing glycaemia and cardiovascular risk factors, and separately about assessing renal disease. [8] [9] [10] However, with the exception of international consensus documents 11, 12 designed to be broadly applicable to all healthcare systems, there have to date been no specific diabetes guidelines to help manage these issues in the context of associated renal disease and, in particular, they have not taken account of type 1 and type 2 diabetes separately or the different stages of renal damage, mainly focusing on end stage renal disease. In addition, practical recommendations for clinicians have been evidently lacking.
ABCD has worked closely with the Renal Association to rectify this. In addition to holding joint biannual educational meetings since 2012, we have worked collaboratively to develop clinical guidelines, which to date have all been published in the British Journal of Diabetes. All guidelines set out to offer evidence-based updated practical advice, linked to audit standards. In addition, areas of outstanding enquiry for future clinical research have been identified.
Our first published guideline was under the auspices of the Joint British Diabetes Societies (JBDS) and covered the practical aspects of coordinated care of diabetes patients on haemodialysis. 13 This is scheduled for an updated publication in Diabetic Medicine later this year, but clearly needs wider utilisation in renal departments where the case for a diabetes or renal nurse clinical navigator is clear.
The management of lipid disorders in adults with diabetes and nephropathy (ie, albuminuric disease)/CKD was published early in 2017, emphasising the differences in lipid metabolism in type 1 and type 2 diabetes and the need to offer tailored therapy to higher risk younger patients whilst aiming to use high intensity statins (usually atorvastatin 40-80 mg) in most patients with established CKD. 14 The restricted role of fibrates and their potential in microvascular protection was also commented on.
The joint guidelines on hypertension management and blockade of the renin-angiotensin-aldosterone system (RAAS) in diabetes and CKD was published at the end of 2017. 15 It also continued the theme of separating the management of type 1 and type 2 diabetes and the different stages of renal disease, confirming the standard blood pressure targets of 130/80 mmHg when albuminuric and 140/90 mmHg when normoalbuminuric. There were also clear messages regarding more proactive input in early nephropathy in younger adults (aged <40) with persistent albuminuria, and by contrast the need for a more conservative blood pressure target for many aged >75 years. In addition, the guidelines emphasised the potential role of RAAS blockade for retinal protection. The practical issues of dose-limiting hyperkalaemia and the current position of aldosterone antagonists was covered with a range of areas that need further research, including the potential for potassium binders given the challenge of RAAS blockade in diabetes patients with cardio-renal issues including cardiac failure, as well as in managing hypertension.
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This current issue of BJD contains the most recent (and largest) output from the ABCD Renal Association Clinical Speciality Group -namely, managing hyperglycaemia in patients with diabetes and nephropathy-CKD. 16 This addresses the issue of varying glycaemic targets and measurement of HbA1c when anaemia supervenes. In addition, there are detailed discussions on the evidence for all classes of agents used in managing diabetes in CKD. The published guideline contains the summary recommendations, audit standards and suggestions for further research. The extended guidance is currently available on both the ABCD and Renal Association websites.
This unique portfolio of guidelines will hopefully be of use in the challenges faced in both primary care and specialist diabetes healthcare settings, and we hope has resonance beyond these shores.
Going forward is the recognition that the management of diabetes and concomitant nephropathy-CKD is complex through frequent comorbidity. 1 The primary focus may remain on monitoring progression of renal disease, appropriate management of hyperglycaemia and minimisation of the increased risk of acute kidney injury, at least while we have limited tools to change the natural history of renal disease beyond managing cardiovascular risk factors and hyperglycaemia. However, the potential for SGLT2 inhibitors as well as GLP1 analogues to directly benefit renal function and the continued interest in addressing the inflammatory and tissue hypoxic factors that progress CKD make this an exciting area of diabetes care.
The reality that 25-40% of those with diabetes have CKD as currently defined clearly requires a different approach from traditional models of care, not least given the evident unmet need and recognition that perhaps 80% of such patients currently receive standard care in overstretched primary care settings.
A new perspective on this comorbid disease complex is vital. If we only focus on the progression to end stage renal disease (important enough!), we fail to address the much wider issue of those with less advanced CKD whose enhanced vulnerability to hypoglycaemia, anaemia, feet, retinal, bone and cardiovascular complications and increased hospitalisation rates are often evident for years. 1 The consequence will be an even greater burden and disproportionate economic costs to healthcare systems, 17 which I fear will be unsustainable.
